Background and Aims. Nonalcoholic fatty liver disease (NAFLD) is one of the most prevalent chronic liver diseases. In this prospective study, we aim to explore the role of angiotensin II (Ang II) and NLRP3 inflammasome in NAFLD patients. Methods. We prospectively enrolled 96 patients in our hospital from September 2014 to February 2016. Patients were divided into two groups (NAFLD group and Control group), and the serum Ang II level, IL-1β, IL-18, and lipids were analyzed. Correlation and multivariable analyses were used in order to identify the potential risk factors of NAFLD. Results. Although the two groups share a similar demographic background, the Ang II level of NAFLD group patients was significantly higher than that of the Control group (42:18 ± 12:37 vs. 36:69 ± 13:90, p = 0:014) when abdominal ultrasound was used for grouping. This finding was confirmed when a FibroScan Cap value was selected to divide participants into the NAFLD group and Control group (41:16 ± 13:06 vs. 34:85 ± 12:64, p = 0:040). Multivariable analysis showed that Ang II level is an independent risk factor of NAFLD whether abdominal ultrasound (OR = 1:056, p = 0:037) or FibroScan Cap value (OR = 1:069, p = 0:013) was deemed as the diagnostic standard. Furthermore, stepwise regression analysis was carried out between Ang II with other parameters and we discovered that Ang II had a linear correlation with IL-1β. Conclusion. Ang II levels of NAFLD patients significantly increased, and elevated Ang II level is an independent risk factor of NAFLD. Our preliminary results also indicate that Ang II may promote the development of NAFLD by activating NLRP3 inflammasome.
Introduction
Nonalcoholic fatty liver disease (NAFLD) has become one of the most common chronic liver diseases. NAFLD affects over 30% of the US adult population, reaching levels as high as 75-100% in obese individuals [1] . Statistics from the National Health and Nutrition Examination Survey showed that 34% of American adults were obese [2] . Furthermore, it is estimated that more and more people worldwide will be overweight or obese [3] , which is closely associated with a number of metabolic syndrome including NAFLD and type II diabetes. NAFLD is now recognized as a pathological spectrum of disease, ranging from simple hepatic steatosis to nonalcoholic steatohepatitis (NASH), fibrosis, and cirrhosis [4] . As it is well known, a two-hit hypothesis is one of the most important mechanisms explaining the development and progression of NAFLD/NASH [5] . Recently, NLRP3 inflammasome has drawn considerable attention. Multiple studies have demonstrated that inflammasome activation promoted inflammation, triglyceride accumulation, and insulin resistance in NASH [6] [7] [8] [9] [10] [11] . It is generally recognized that inflammasome activation is the result of two distinct signals: one that activates the transcription of prointerleukin-1β (IL-1β) and another that mediates the assembly of the inflammasome [12, 13] . Mitochondrial dysfunction mediated NLRP3 inflammasome activation via increased mitochondrial reactive oxygen species, and oxidized mitochondrial DNA is an important pathway of the second signals [14] [15] [16] [17] . Ang II is considered the ultimate effector of the reninangiotensin system (RAS) on systemic blood pressure regulation and has been implicated as a major contributor in NAFLD development and progression in recent years [18] .
Furthermore, Ang II blocking drugs, such as angiotensinconverting enzyme inhibitors (ACEIs) and angiotensin receptor blockers (ARBs), have been also found to reduce the development of NAFLD in large amounts of literature [18] [19] [20] [21] [22] [23] . However, regulatory mechanism underlying these effects of Ang II blocking drugs on NAFLD remains to be unsolved and the relationship between Ang II and NLRP3 inflammasome also has not been reported. In this study, we aimed to determine whether Ang II and NLRP3 inflammasome are involved in NAFLD patients. We also aim to determine the possible mechanism underpinning the effect of Ang II on NAFLD patients based on our clinical data.
Patients and Methods
A total of 121 adult patients in our hospital were prospectively collected during the period from September 2014 to February 2016. The inclusion criteria included (1) 18 to 70-year-old adults and (2) no serious accompanied diseases such as advanced malignant tumor and organ failure. The exclusion criteria included (1) the administration of angiotensin II receptor blockers, β receptor antagonist, vasodilator, diuretics, and other drugs that have effects on angiotensin levels; (2) virus, alcohol, drugs, and other coexisting causes of chronic liver disease; (3) infectious diseases and autoimmune diseases that may have effects on IL-1β and IL-18 levels; (4) patients with mental disorders; and (5) pregnant women and nursing mothers. However, 96 patients fulfilled our inclusion and exclusion criteria and were eventually enrolled in the current study. Blood samples were taken from NAFLD patients (NAFLD group) and healthy volunteers (Control group). Body weight, BMI, alanine aminotransferase, lipids, fasting glucose, fasting insulin, homeostasis model assessment insulin resistance (HOMA-IR), plasma renin activity (PRA), plasma Ang II level, plasma aldosterone, and NLRP3 inflammasome downstream cytokines IL-1β and IL-18 were collected and analyzed. The diagnosis of NAFLD required that [24] (1) there was hepatic steatosis by imaging or histology; (2) there was no significant alcohol consumption (>20 g/day for women and >30 g/day for men); (3) there were no competing etiologies for hepatic steatosis; and (4) there were no coexisting causes for chronic liver disease. Abdominal ultrasound and FibroScan examination were selected as the imaging evaluation to detect the presence of hepatic steatosis, due to the fact that most NAFLD patients were simple hepatic steatosis, making it difficult to obtain liver biopsy. Two experienced operators with more than 5000 cases of ultrasound examination performed the abdominal ultrasound, and they were trained to detect steatosis according to the same criteria before the study. Abdominal ultrasound examination for the diagnosis of NAFLD required at least two of the following three criteria [25, 26] : (1) in the diffused enhancement of the near-field echo of the liver, the echo was stronger than that of the kidney; (2) the intrahepatic duct structure display was not clear; and (3) the far-field echo of the liver was fading. FibroScan examination is a noninvasive, immediate, objective, and efficient method to detect and quantify steatosis [27] , which was approved by the Food and Drug Administration for the noninvasive assessment of liver disease in 2013. Optimal cut-offs of the FibroScan Cap value have been recommended as 238 dB/m for the detection of steatosis [28] . In our study, all the FibroScan examinations were carried out by one certified operator using a FibroScan device (FibroScan 502F01269, Echosens, Paris, France). Blood chemistry and lipid profiles were measured using a blood chemistry analyzer (Olympus AU600, Tokyo, Japan). HOMA-IR was calculated using the equation homeostasis model assessment: insulin resistance = ½ fasting insulin ðmU/mLÞ × fasting glucose ðmmol/LÞ/22:5. Serum IL-1β and IL-18 levels in the supernatants were measured with a commercial ELISA kit (RayBiotech, Inc., Atlanta, America) according to the manufacturer's protocols. This research was approved by the Institutional Review Board of Nanfang Hospital affiliated to Southern Medical University (Ethical No. NFEC-2014-086), and all participants provided written informed consent.
Statistical Analysis.
All data are expressed as the means ± SEM. The difference of measurement data between the groups was detected by the analysis of Student's t-test or Wilcoxon test. Correlation analysis was used to explore the relationship between Ang II, IL-1β, IL-18, and NAFLD. Two variables in accordance with normal distribution were analyzed using Pearson correlation analysis, and the variables that do not conform to the normal distribution or classification variables were analyzed using the Spearman correlation analysis. Multivariate analysis was used to find the risk factors of NAFLD, and receiver operating curve (ROC) analysis was also performed. A value of p < 0:05 was considered to be statistically significant.
Results

Ang II Levels of NAFLD Patients
Significantly Increased, and Elevated Ang II Level Is an Independent Risk Factor of NAFLD. Firstly, the patients were divided into two groups (NAFLD group and Control group) according to the abdominal ultrasonography results. The demographic data of the NAFLD group (male/female, 40/7; age, 47:49 ± 6:86 years) and Control group (male/female, 33/16; age, 48:53 ± 10:65 years) were similar (Table 1) . However, significant differences were observed between the two groups concerning about body weight, BMI, alanine aminotransferase (ALT), triglycerides, high-density lipoprotein cholesterol (HDL), low-density lipoprotein cholesterol (LDL), serum insulin, HOMA-IR, Ang II, IL-1β, and IL-18. The Ang II level of the NAFLD group was significantly higher than that of the Control group (NAFLD group (42:18 ± 12:37) vs. Control group (36:69 ± 13:90), p = 0:014) (Figure 1 ). Multivariate logistic analysis showed that the risk factors of NAFLD included weight (OR = 1:126,p = 0:001), triglycerides (OR = 2:289, p = 0:010), serum insulin (OR = 1:279, p = 0:014), and Ang II level (OR = 1:056, p = 0:037) when abdominal ultrasound results were selected as the measuring standard (Table 2) . Furthermore, ROC analysis showed that Ang II alone can discriminate control and NAFLD patients with an area under curve (AUC) of 0.6452. Especially when Ang II was combined with body weight, TG, and serum insulin which were risk factors shown in Table 2 , the AUC was 0.9167 ( Figure 2) . Then, the patients were divided into two groups according to the FibroScan Cap value and we also confirmed that the Ang II level of patients with FibroScan Cap values greater than 238 was significantly higher than that of patients with FibroScan Cap values less than 238. (41:16 ± 13:06 vs. 34:85 ± 12:64, p = 0:040) ( Table 3) . Multivariate analysis showed that risk factors of NAFLD included body weight (OR = 1:118, p = 0:001), serum albumin (OR = 1:306, p = 0:019), and Ang II level (OR = 1:069, p = 0:013) when FibroScan Cap values were selected as the measuring standard (Table 4) . We found that Ang II level is always an independent risk factor of NAFLD, whether abdominal ultrasound results or FibroScan Cap value was selected as the measuring standard. Ang II may play an important role in the pathogenesis of the disease. 
NLRP3 Inflammasome Activation and the Release of Its
Discussion
Ang II blockade drugs ACEIs and ARBs have been universally accepted as the first-line drugs for the treatment of Figure 2 : Receiver operating curve (ROC) analysis showed that Ang II alone can discriminate control and NAFLD patients where the area under curve (AUC) was 0.6452 (a) and, especially when Ang II was combined with body weight, TG, and serum insulin which are shown in Table 2 , the AUC was 0.9167 (b), suggesting that Ang II was an important factor associated with NAFLD.
hypertension based on the Joint National Committee on prevention, detection, evaluation, and treatment of high blood pressure guidelines [29] . Experimental studies have also demonstrated the beneficial effects of ACEIs and ARBs on the development and progression of NAFLD [18] [19] [20] [21] [30] [31] [32] [33] . Additionally, a prospective clinical study with small sample size suggests that treatment with losartan results in the improvement of serum liver enzyme levels and hepatic necroinflammation [23] . In a larger study, 54 patients with NASH and hypertension were randomly assigned either to the valsartan group (standard dose 80 mg/d, n = 26), r to the telmisartan group (standard dose 20 mg/d, n = 28). Both ARBs reduced transaminase levels and improved insulin resistance, but telmisartan showed a higher efficacy regarding insulin resistance and histology [34] . However, the mechanism behind the effects of Ang II on NAFLD remained unclear. Our data demonstrated that there are significantly increased Ang II levels in patients with NAFLD. Ang II levels of NAFLD patients significantly increased, and this may be the theoretical basis for the therapeutical effect of Ang II blocking drugs for NAFLD. We also found that Ang II level was one independent risk factor of NAFLD patients, whether abdominal ultrasound results or FibroScan Cap value was selected as the diagnostic standard, indicating that Ang II may contribute to the progression of NAFLD. ROC analysis showed that Ang II can predict NAFLD and, when Ang II was combined with body weight, TG, and serum insulin which were all risk factors of NAFLD, the AUC was 0.9167, also suggesting that Ang II was an important factor associated with NAFLD.
Numerous researches have showed that the activation of NLRP3 inflammasome and the release of downstream IL-1β One of the major limitations is the limited sample size, which included 96 patients, thus limiting the power to detect significant differences of some parameters. In addition, this study is a prospective observational study, lacking intervention measures, and the persuasive power is relatively limited. Therefore, randomized controlled clinical trials and interventional studies are needed to evaluate the specific mechanism of the Ang II effect on NAFLD patients.
Conclusion
Ang II levels of NAFLD patients significantly increased, and the elevated Ang II level is an independent risk factor of NAFLD. Our preliminary findings also indicate that Ang II may promote liver inflammation and the progression of NAFLD/NASH by activating NLRP3 inflammasome and its downstream inflammatory cytokines.
